FORMULARIO DE REGISTRO

FECHA: MR #:

NOMBRE DEL PACIENTE:

FECHA DE NACIMIENTO: NUMERO DE SEGURIDAD SOCIAL
ORIGEN RACIAL: IDIOMA:

CORRE ELECTRONICO:

DIRECCION:

CIUDAD: ESTADO: CODIGO POSTAL:

INFORMACION DEL PADRE/ TUTORA LEGAL

NOMBRE: RelaCION CON LA/EL PACIENTE:
NUMERO DE TELEFONO DE CASA: NUMERO CELULAR:
Nombre del contacto de emergencia Numero de contacto de emergencia

INFORMACION DEL SEGURO
Actualmente el/la paciente tiene (por favor marque una/uno)
e seguro de enfermedad
e Seguro medico del estado

e Seguro Privado

e Auto pago
Nombre del seguro=— = = — ——— — — — ————— — — —
Nombre de poliza: Numero de grupo:
Fecha efectiva Fecha de vencimiento

Determinacion de la clase financier: (Iniciales en la clasificacion)

A — B C D .

Firma del Padre/Tutor legal Fecha



BOIRINQU ICIN AR

NICID I C . TENTTIIRS
INFLUENZA IMMUNIZATION CONSENT FORM

NAME: D.O.B:

ATHENA MR#

Please read through and complete questionnaire, discuss with the nurse if you do not understand the

questions.

1. Have you ever had a bad reaction to any previous vaccines? Yes No

2. Are you unwell today with an illness associated with a fever? Yes No

3. Have you had a severe allergic reaction (shock, collapse, rash, wheezing) to eggs or chicken feathers,
neomycin, polymycin, and gentamycin or a previous influenza vaccine? Yes No

4. Have you suffered from guillian barre syndrome in the past? Yes No

5. Are you in agreement with the administration of an influenza vaccination to be given by the

Nurse? Yes No

POSSIBLE ADVERSE EVENTS AND PRECAUTIONS

o The influenza vaccine is generally well tolerated.

e Occasional discomfort, redness and swelling at the injection site is the most common adverse
reaction.

e Fever, muscle pain and generally feeling unwell occur infrequently within a few hours of
vaccination and may last 1-2 days.

e Immediate adverse events such as hives, angio-edema, and asthma or systemic anaphylaxis are a
rare consequence of vaccination.

e [ have read and understand this information and consent to receive an influenza vaccine

injection.
e [ understand I will need to wait at the immunization center for 10-15 minutes after the
vaccination.
Signature: Date:
FOR OFFICE USE
ONLY
Influenza vaccine given by: Date:

Signature:




	NAME:   D.O.B:

